Experiences of significant trauma or attachment disruptions are frequent underpinnings and must be both understood and managed in their own right. Trauma informed care is still in its infancy in AN and treatment itself is often perceived as persecutory and traumatic. Cognitive rigidity is also an important issue in AN. This may be pre-existent but worsens significantly with weight loss and needs to be remediated in order to direct the patients towards change and recovery. It is therefore imperative that psychological treatments incorporate emotionally oriented techniques to educate patients about the acceptability of emotions, decrease experiential avoidance (Harrison et al., 2009) , improve social and emotional skills and reduce cognitive rigidity. The Maudsley Treatment for Adults with Anorexia Nervosa (MANTRA) and Cognitive Behaviour Therapy -enhanced (CBTe) adapted for AN address these issues.
Reducing anorexia to a 'body image disorder' in the public opinion might not have the desired effect of increasing understanding, as it could be viewed pejoratively as a 'vanity disorder'. It also distracts from the significant medical sequelae which can be life threatening. To achieve admission to hospital via an emergency department with the diagnosis of AN is already a challenge, having a 'body image disorder' might be considered even less worthy of serious medical and psychiatric attention.
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Therefore, it could be argued that without verifiable evidence that the public have a misconception of AN, the change in AN to a BID is unwarranted, and maybe unnecessary. Further compelling evidence on public perceptions is thus required.
In conclusion, Phillipou et al. (2018) present a proposal for the reclassification of AN as a BID rather than an ED, which they argue may be a more valuable and accurate description of the illness. They argue that distorted beliefs regarding shape and size of one's own body often reach delusional intensity with AN; therefore, the emphasis should be placed on the dominant feature of body image. Their argument is convincing but whether such a radical reclassification is diagnostically essential is not entirely empirically supported.
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